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Abstract

IMPORTANCE Several diseases and conditions, such as cerebrovascular disease, arthritis, previous
fractures, neurological diseases, or amputation, can result in severe immobility justifying wheelchair
use for increased mobility. Immobility results in disuse osteoporosis and is considered a risk factor
for fracture, although there are no large cohort studies that have investigated fracture risk in patients
who use wheelchairs compared with an ambulatory control group.

OBJECTIVE To investigate whether immobilized adults who used wheelchairs had a different risk of
fracture and injurious falls compared with matched ambulatory controls.

DESIGN, SETTING, AND PARTICIPANTS This retrospective cohort study compared patients who
used wheelchairs and controls (propensity score matched 1:1 using 22 variables relating to
anthropometrics, general condition, comorbidity, and fall and fracture risk), identified through a
national database of adults 65 years or older who underwent a health evaluation (baseline) at
Swedish health care facilities. Patients were followed up from January 1, 2007, to December 31, 2017,
and data analysis was performed between June 1 and 30, 2022.

MAIN OUTCOMES AND MEASURES Incident fracture, injurious falls without fracture, and deaths.

RESULTS A total of 55 442 adults using wheelchairs were included in the analysis (mean [SD] age,
83.2 [8.3] years; 60.5% women). Those who used wheelchairs and the 55 442 matched controls
were followed up for a median of 2.0 (IQR, 0.5-3.2) and 2.3 (IQR, 0.8-3.6) years, respectively.
Patients who used wheelchairs had a lower risk of any fracture (hazard ratio [HR], 0.43 [95% CI,
0.41-0.44]), major osteoporotic fracture (HR, 0.32 [95% CI, 0.31-0.33]), and hip fracture (HR, 0.30
[95% CI, 0.28-0.32]) compared with the ambulatory controls, associations that were only marginally
affected by multivariable (same as the matching variables) adjustment. The risk of fall injury was
lower among those who used wheelchairs than among ambulatory controls (unadjusted HR for Cox
proportional hazards models, 0.48 [95% CI, 0.47-0.50]) and remained highly similar after
adjustments. Patients who used wheelchairs had a significantly increased risk of death (HR, 1.35
[95% CI, 1.33-1.36]) compared with controls. Association between wheelchair use and fracture
outcomes and injurious falls, calculated using a Fine and Gray model with death as a competing risk,
was similar to associations obtained using Cox proportional hazards regression for all fracture
outcomes.

CONCLUSIONS AND RELEVANCE In this retrospective cohort study of older adults, wheelchair use
was associated with a lower risk of fracture than observed in ambulatory controls. These findings
suggest that immobility associated with wheelchair use should not be considered a risk factor for
fracture.
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Key Points
Question Do older adults who use

wheelchairs have a different fracture risk

than ambulatory adults?

Findings This cohort study of 55 442

adults in Sweden found that wheelchair

use was associated with a reduced risk

of any fracture, major osteoporotic

fracture, and hip fracture compared with

55 442 ambulatory controls. A similarly

lower risk was observed for injurious

falls without fracture, suggesting that

the observed lower fracture risk is at

least partly due to fewer falls among

adults using wheelchairs.

Meaning These findings suggest that

immobility associated with wheelchair

use should not be considered a risk

factor for fracture.
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Introduction

Wheelchair use can facilitate activities of daily living and increase mobility and independence and has
been associated with a better quality of life in older adults with impaired physical function.1,2 Several
diseases and conditions, such as cerebrovascular disease, arthritis, previous fractures, neurological
diseases, chronic obstructive pulmonary disease, or amputation, can result in severe immobility
justifying wheelchair use for increased mobility.3 More than 15 million Americans 65 years or older
struggle with ambulatory activities, and approximately 1.5% of them use wheelchairs.4

Immobility per se also results in increased risk of a multitude of negative outcomes, including a
higher risk of thromboembolic events, pressure ulcers, and bone loss.3-7 Absence of skeletal weight
loading (eg, immobility after a stroke, prolonged bed rest, or loss of gravity during spaceflight) leads
to rapid and substantial loss of bone mineral density (BMD), reaching approximately 1% per month
and resulting in disuse osteoporosis.8,9 Normally, weight loaded bones of the lower extremities are
the most sensitive to bone loss following immobility. In a cohort of patients with spinal cord injury,
the loss of bone mass was the highest (52%) at the distal femur and proximal tibia (70%), bone sites
most commonly affected by fracture among patients with spinal cord injuries.10,11 The mechanism
behind this effect involves lack of skeletal compression causing reduced canalicular fluid, which leads
to hypoxia among the osteocytes and failure to transduce sufficient mechanical stimuli, thereby
increasing osteoclastic activity, resulting in bone resorption.7 Both falls during transfers to and from
the wheelchair and bone loss at these skeletal sites likely contribute to the increased risk of fracture
in the lower extremities observed in patients with immobility.12

Immobility is considered a risk factor for secondary osteoporosis and fracture in many clinical
guidelines globally, and physicians are encouraged to evaluate fracture risk and presence of
osteoporosis in these patients.13-15 While the loss of bone mass due to lack of mobility and skeletal
loading is intuitive and well documented, there is very limited evidence regarding the fracture risk in
patients using wheelchairs to support evaluation and treatment of patients using wheelchairs with
osteoporotic medications. Several small studies in a scoping review16 have found an increased risk of
lower extremity fractures in patients with spinal cord injury, and a recent large prospective study17

found that the risk of fractures after stroke was higher in patients who had severe disability, although
the proportion of these patients using wheelchairs was not reported. Despite the risk of fractures
when transferring to or from the wheelchair, patients who use wheelchairs are likely protected from
falling. Thus, immobilization leading to wheelchair use may not be associated with an increased risk
of falls and fractures. A potential protective effect of wheelchair use on these outcomes may be
clinically important and provide guidance regarding the need for evaluation of fracture risk and
osteoporosis. The primary aim of the present study was to investigate whether patients with
immobility who use wheelchairs have a different risk of fracture and injurious falls compared with a
matched control group of ambulatory adults in a large nationwide Swedish cohort.

Methods

Study Design
This retrospective cohort study used national registers in Sweden to compare the risk of fractures
between adults who used wheelchairs and propensity score–matched ambulatory controls. The
study was approved by the Swedish Ethical Review Authority, which issued a waiver of the patient
informed consent requirement because all the data used were collected from registers without the
investigators having direct contact with participants. We followed the Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE) reporting guideline.

Data Sources
The Senior Alert register was designed to follow and support improvements in preventive care for
older adults. Data were registered by health care professionals in connection with a health care visit.
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The register covered more than 90% of all municipalities and counties in Sweden18 and included
information on mobility categorized as (1) ambulatory with or without aid, (2) ambulatory with the
help of staff, (3) full-day use of a wheelchair, or (4) bedridden. Patients in categories 1 and 3 were
used in subsequent analyses. Data on weight, height, general condition, and fluid and food intake
were also available in the Senior Alert register. Information regarding comorbidities, falls, and
fractures were retrieved from the National Patient Register, including hospital-based diagnoses from
both inpatient and outpatient visits. Socioeconomic data were retrieved from Statistics Sweden, and
the date of death was retrieved from the Swedish Cause of Death Register. The Swedish Prescribed
Drug Register, starting July 1, 2005, was used to collect data on medications. All inhabitants in
Sweden are assigned a personal identification number at birth or at the time of immigration, enabling
linkage between the registers.

Study Population
All men and women 65 years or older included in the Senior Alert register between January 1, 2007,
and December 31, 2017, either those using a wheelchair or those who were ambulatory controls, were
eligible for this study (eFigure 1 in Supplement 1). Patients with extreme entries regarding height,
weight, or body mass index (top and bottom 0.05%) were excluded because of probable register
entry errors. The first date of registration in Senior Alert was used as baseline.

Outcomes
Fracture outcomes, fall injuries, and deaths were assessed. Any fracture included all nonpathological
fracture diagnoses regardless of type of trauma (head and phalangeal fractures excluded). Major
osteoporotic fractures (MOF) included the hip, vertebrae, proximal humerus, wrist, and pelvis. Hip
fracture included fractures of the femoral head, neck, trochanter, or subtrochanteric part of the
femur accompanied with a code for a surgical procedure. Specific fracture types were also defined
and assessed, including vertebral, distal femoral, proximal tibia, ankle, proximal humerus, and wrist.
Injurious falls were defined as any hospital event with a code for injury and fall but without a fracture
code (eTable 1 in Supplement 1).

Baseline Data
Many covariates representing prevalent illnesses and prescribed medications with potential impact
on a patient’s comorbidity and risk of fracture were selected as matching variables (Table 1). The
Charlson Comorbidity Index was calculated to summarize and quantify comorbidity.19 The FRAX
(Fracture Risk Assessment Tool) 10-year probabilities for hip fracture and MOF without BMD were
calculated using age, sex, weight, height, previous fracture, oral glucocorticoid use, rheumatoid
arthritis, secondary osteoporosis, and a register-based proxy variable for high alcohol intake (alcohol-
related disease) (eTable 2 in Supplement 1), using the Sweden-specific FRAX model.20 Data on
smoking and parental hip fracture were missing. These risk factors were assumed to be absent.
Prevalent medication variables included the last 12 months of prescriptions from both hospitals and
primary care practices. Also, several conditions possibly associated with wheelchair use were defined
but not used as matching variables (eTable 3 in Supplement 1).

Statistical Analysis
Statistical analyses were performed between June 1 and 30, 2022. Each patient who used a
wheelchair was matched to an ambulatory control using 1:1 multivariable propensity score
matching.21 Descriptive baseline statistics before and after matching are presented in terms of
counts with percentage for categorical variables, means with SDs for normally distributed continuous
variables, and medians with IQRs for other continuous variables. Standardized mean differences
were calculated to present differences in baseline characteristics between those who used
wheelchairs and controls. Event rates were calculated as the number of events per 1000 person-
years and are presented with exact Poisson 95% CIs. The cumulative incidence of events was
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Table 1. Baseline Patient Characteristics

Variables used in matching

Patient groupa

Wheelchair use
(n = 55 442)

Ambulatory control
Before propensity
score matching
(n = 410 299) SMDb

After propensity
score matching
(n = 55 442) SMDb

Age, mean (SD), y 83.2 (8.3) 80.1 (8.1) 0.38 83.3 (8.1) 0.02

Sex

Men 21 895 (39.5) 183 702 (44.8)
0.11

21 736 (39.2)
0.01

Women 33 547 (60.5) 226 597 (55.2) 33 706 (60.8)

Weight, mean (SD), kg 68.8 (17.0) 72.3 (16.0) 0.21 68.7 (16.3) 0.01

Height, mean (SD), cm 166.3 (10.3) 167.2 (9.8) 0.09 166.1 (10.0) 0.02

Patient registration site

Nursing home 34 773 (62.7) 90 275 (22.0)

0.90

34 814 (62.8)

0.01Hospital 17 354 (31.3) 270 303 (65.9) 17 174 (31.0)

Private residence 3315 (6.0) 49 721 (12.1) 3454 (6.2)

General condition

Good 16 071 (29.0) 200 992 (49.0)

0.47

16 187 (29.2)

0.05
Fairly good 30 856 (55.7) 185 437 (45.2) 31 704 (57.2)

Poor 7764 (14.0) 21 569 (5.3) 6854 (12.4)

Very poor 751 (1.4) 2301 (0.6) 697 (1.3)

Fluid intake, mL/dc

>1000 24 733 (44.6) 257 539 (62.8)

0.40

24 920 (44.9)

0.03
700-1000 21 809 (39.3) 122 862 (29.9) 22 212 (40.1)

500-700 7531 (13.6) 26 094 (6.4) 7061 (12.7)

<500 1369 (2.5) 3804 (0.9) 1249 (2.3)

Food intake, portion size, %

100 (normal) 29 632 (53.4) 293 174 (71.5)

0.39

29 788 (53.7)

0.02
75 11 557 (20.8) 59 316 (14.5) 11 824 (21.3)

50 10 037 (18.1) 43 909 (10.7) 9925 (17.9)

<50 4216 (7.6) 13 900 (3.4) 3905 (7.0)

Sickness benefits 185 (0.3) 2726 (0.7) 0.05 205 (0.4) 0.01

Marital status

Widowed 24 317 (43.9) 150 322 (36.6)

0.21

24 828 (44.8)

0.02
Married 16 787 (30.3) 163 037 (39.7) 16 275 (29.4)

Divorced 8215 (14.8) 61 536 (15.0) 8198 (14.8)

Unmarried 6123 (11.0) 35 404 (8.6) 6141 (11.1)

Urban residency, population
>200/km2

11 776 (21.2) 41 371 (10.1) 0.31 11 659 (21.0) 0.01

Non-Nordic citizenship at birth 2353 (4.2) 15 513 (3.8) 0.02 2323 (4.2) 0.003

Charlson Comorbidity Index

Mean (SD) 2.26 (2.16) 1.88 (2.11)

0.18

2.25 (2.39)

0.002

0 11 857 (21.4) 122 677 (29.9) 13 592 (24.5)

1 12 957 (23.4) 93 292 (22.7) 12 364 (22.3)

2 10 262 (18.5) 83 688 (20.4) 10 832 (19.5)

≥3 20 366 (36.7) 110 642 (27.0) 18 654 (33.6)

Osteoporosis diagnosis 3676 (6.6) 18 139 (4.4) 0.10 3729 (6.7) 0.004

Conditions associated with
osteoporosisd

3959 (7.1) 19 973 (4.9) 0.10 3946 (7.1) 0.001

Alcohol-related disease 1325 (2.4) 8162 (2.0) 0.03 1421 (2.6) 0.01

Rheumatoid arthritis 1687 (3.0) 9730 (2.4) 0.04 1693 (3.1) 0.001

Prevalent fracture 26 982 (48.7) 120 877 (29.5) 0.40 27 237 (49.1) 0.01

Prevalent fall injury 16 800 (30.3) 76 871 (18.7) 0.27 16 896 (30.5) 0.004

Osteoporosis medication use 3397 (6.1) 21 944 (5.3) 0.03 3474 (6.3) 0.01

Calcium plus vitamin D
supplementation

6906 (12.5) 41 782 (10.2) 0.07 7198 (13.0) 0.02

Oral prednisolone use 7097 (12.8) 55 285 (13.5) 0.02 7027 (12.7) 0.004

FRAX score, mean (SD), %e

MOF 25.3 (12.6) 21.3 (11.9) 0.35 25.6 (12.8) 0.02

Hip 14.7 (9.5) 11.5 (8.4) 0.36 14.8 (9.5) 0.01

Abbreviations: FRAX, Fracture Risk Assessment Tool;
MOF, major osteoporotic fractures; SMD, standardized
mean differences.
a Unless otherwise indicated, data are expressed as

No. (%) of patients. Percentages have been rounded
and may not total 100. The historic window was
since 1998 for fracture and fall, 5 years for other
diagnoses, and 1 year for medications. Detailed
definitions of selected covariables are provided in
eTable 2 in Supplement 1.

b See eMethods in Supplement 1 for formulas used to
calculate.

c The form used to record fluid intake in the Senior
Alert Register uses these numbers, allowing overlap.

d Includes hyperthyroidism, hypogonadism,
malnutrition, osteogenesis imperfecta, chronic liver
disease, and hyperparathyroidism.

e Scores indicate 10-year probabilities (without bone
mineral density) for hip fracture and MOF.
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estimated using 1 minus the Kaplan-Meier estimate of the corresponding survival function and
presented with 95% CIs.

Cox proportional hazards regression models were used to calculate hazard ratios (HRs), both
unadjusted with wheelchair user or ambulatory status as the only independent variable as well as
with extensive multivariable adjustment (variables listed in Table 1). The follow-up time was censored
for the end of study (December 31, 2017), emigration, and death. The Cox assumption of proportional
hazards regression was tested using graphical methods. Interactions were tested using fully adjusted
Cox proportional hazards regression models, with interaction terms for the group variable
(wheelchair use) and sex and age. For analysis of interaction, 2-sided P values of less than .10 were
considered significant. As a sensitivity analysis, all the nonmatched controls were used in a fully
adjusted Cox proportional hazards regression model. Also, to assess whether the risk varied
depending on the potential underlying cause of wheelchair use, possible diagnoses for conditions
associated with wheelchair use were defined and identified, which allowed categorization of patients
who used wheelchairs into subgroups, which were then compared categorically with the ambulatory
matched controls.

To assess the potential impact of death as a competing risk, the cumulative incidence or
subdistribution function of fracture with death as a competing risk was estimated using the Aalen-
Johansen estimator.22 Also, for a subset of 30 000 randomly selected persons, the subdistribution
hazard for fracture was compared between patients who used wheelchairs and ambulatory controls
using a Fine and Gray model with death as the competing risk.23 Statistical analyses were performed
using R, version 4.02, and R Studio, version 1.4.1106 (R Program for Statistical Computing).

Results

Study Population
A total of 55 442 patients who used wheelchairs were included in the analysis. The mean (SD) age
was 83.2 (8.3) years; 60.5% of patients were women and 39.5% were men. An equal number of
matched controls were included. There were no large differences between those who used
wheelchairs and the matched controls in terms of the baseline characteristics used in the matching.
After matching, differences were 0.05 or less (Table 1). For example, the mean 10-year FRAX
probability of MOF was 25.3% (12.6%) among the patients who used wheelchairs, compared with
25.6% (12.8%) among the ambulatory controls. Among those who used wheelchairs, it was more
common with stroke, previous femur fracture, previous lower leg fracture, hemiplegia, paraplegia or
tetraplegia, epilepsy, Parkinson disease, and spinal cord injury (eTable 3 in Supplement 1). Patients
who used wheelchairs and matched controls were followed up for a median of 2.0 (IQR 0.5-3.2) and
2.3 (IQR 0.8-3.6) years, respectively.

Risk of Fractures
During follow-up, 4148 patients who used wheelchairs (7.5%) and 10 344 ambulatory controls
(18.7%) sustained any fracture, translating to incidence rates of 39.3 (95% CI, 38.1-40.5) and 91.2
(95% CI, 89.4-93.0) per 1000 person-years, respectively. The patients who used wheelchairs had a
2.3-fold reduced risk of any fracture (HR, 0.43 [95% CI, 0.41-0.44]), 3.1-fold reduced risk of MOF (HR,
0.32 [95% CI, 0.31-0.33]), and 3.3-fold reduced risk of hip fracture (HR, 0.30 [95% CI, 0.28-0.32])
compared with ambulatory controls. The risks of vertebral fracture (HR, 0.45 [95% CI, 0.37-0.54]),
proximal humerus fracture (HR, 0.42 [95% CI, 0.38-0.47]), and wrist fracture (HR, 0.23 [95% CI,
0.20-0.26]) were also substantially reduced compared with the ambulatory controls (Figure 1,
Table 2, and eTable 4 in Supplement 1), associations that changed only marginally after multivariable
adjustment. In contrast, patients who used wheelchairs had a 2.4-fold increased risk of distal femur
fracture (HR, 2.37 [95% CI, 1.96-2.86]) and a 1.6-fold risk of proximal tibia fracture (HR, 1.62 [95% CI,
1.31-2.00]). When comparing those who used wheelchairs with the unmatched controls, the
associations were similar (eTable 5 in Supplement 1).
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Risk of Fractures per Diagnosis Subgroup, Age, Sex, and Inclusion Site
Compared with ambulatory controls, the risk of fracture was consistently lower among patients who
used wheelchairs regardless of diagnosis group (Figure 2) and was only marginally affected by
multivariable adjustment (eTable 6 in Supplement 1). There were significant interactions between

Figure 1. Cumulative Incidences for Patients Who Used Wheelchairs vs Matched Ambulatory Controls
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all fall-related injuries not resulting in a fracture. The 5-year absolute risk difference (ARD) noted in the graph derives from the curve.
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Table 2. Outcomes for Patients Who Used Wheelchairs vs Matched Ambulatory Controls

Outcomea

Patient group

Propensity score–matched
ambulatory controlb

(n = 55 442)
Wheelchair usec

(n = 55 442)

Any fracture

No. (%) of patients 10 344 (18.7) 4148 (7.5)

Rate per 1000 person-years (95% CI) 91.2 (89.4-93.0) 39.3 (38.1-40.5)

HR (95% CI)

Unadjusted 1 [Reference] 0.43 (0.41-0.44)

Adjusted 1 [Reference] 0.43 (0.42-0.45)

Major osteoporotic fracture

No. (%) of patients 8046 (14.5) 2399 (4.3)

Rate per 1000 person-years (95% CI) 68.5 (67.0-70.0) 22.0 (21.2-22.9)

HR (95% CI)

Unadjusted 1 [Reference] 0.32 (0.31-0.33)

Adjusted 1 [Reference] 0.33 (0.31-0.34)

Vertebral fracture

No. (%) of patients 392 (0.7) 157 (0.3)

Rate per 1000 person-years (95% CI) 3.04 (2.75-3.36) 1.39 (1.18-1.62)

HR (95% CI)

Unadjusted 1 [Reference] 0.45 (0.37-0.54)

Adjusted 1 [Reference] 0.45 (0.37-0.54)

Hip fracture

No. (%) of patients 4971 (9.0) 1363 (2.5)

Rate per 1000 person-years (95% CI) 40.5 (39.4-41.7) 12.3 (11.7-13.0)

HR (95% CI)

Unadjusted 1 [Reference] 0.30 (0.28-0.32)

Adjusted 1 [Reference] 0.31 (0.29-0.33)

Distal femur fracture

No. (%) of patients 159 (0.3) 327 (0.6)

Rate per 1000 person-years (95% CI) 1.23 (1.05-1.44) 2.90 (2.59-3.23)

HR (95% CI)

Unadjusted 1 [Reference] 2.37 (1.96-2.86)

Adjusted 1 [Reference] 2.53 (2.09-3.06)

Proximal tibia fracture

No. (%) of patients 145 (0.3) 205 (0.4)

Rate per 1000 person-years (95% CI) 1.12 (0.947-1.32) 1.82 (1.58-2.08)

HR (95% CI)

Unadjusted 1 [Reference] 1.62 (1.31-2.00)

Adjusted 1 [Reference] 1.61 (1.30-1.99)

Fall injury without fracture

No. (%) of patients 7930 (14.3) 3544 (6.4)

Rate per 1000 person-years (95% CI) 67.8 (66.3-69.3) 33.1 (32.0-34.2)

HR (95% CI)

Unadjusted 1 [Reference] 0.48 (0.47-0.50)

Adjusted 1 [Reference] 0.49 (0.47-0.51)

Death

No. (%) of patients 34 279 (61.8) 40 722 (73.4)

Rate per 1000 person-years (95% CI) 265 (262-268) 360 (356-363)

HR (95% CI)

Unadjusted 1 [Reference] 1.35 (1.33-1.36)

Adjusted 1 [Reference] 1.40 (1.38-1.42)

Abbreviation: HR, hazard ratio.
a Event rates were calculated as the number of events

per 1000 person-years and are presented with exact
Poisson 95% CIs. The adjusted Cox proportional
hazards model is adjusted for age, sex, weight,
height, patient place at time of registration, general
condition, fluid intake, food intake, sickness benefits,
marital status, urban residency, non-Nordic
citizenship at birth, Charlson Comorbidity Index,
osteoporosis diagnosis, conditions associated with
osteoporosis, alcohol-related disease, rheumatoid
arthritis, prevalent fracture, prevalent fall injury,
osteoporosis medication use, calcium plus vitamin D
supplementation, and oral prednisolone use. P < .001
for all comparisons.

b Median time at risk, 2.3 (IQR, 0.8-3.6) years.
c Median time at risk, 2.0 (IQR, 0.5-3.2) years.
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the group variable and sex and age (Figure 3 and eTables 7 and 8 in Supplement 1). For hip fracture,
MOF, and any fracture, the differences in risk between the group using wheelchairs and controls
were greater among women than among men. For all these fracture outcomes, the risk difference
between patients who used wheelchairs and controls was greater with increasing age (eg, >15% for
all falls among those 88 years or older vs 4.4% for those aged 65-79 years). Differences in fracture
risk between those who used wheelchairs and controls were consistent according to inclusion site
(nursing homes, hospitals, and private residences) (eTable 9 in Supplement 1).

Risk of Injurious Falls Without Fracture
The risk of injurious falls without fracture was 2.1-fold lower among patients who used wheelchairs
than among ambulatory controls (HR for unadjusted Cox proportional hazards models, 0.48 [95% CI,
0.47-0.50]). The risk remained similar after adjustments (Table 2).

Mortality and Competing Risk
There were 40 722 deaths (73.4%) among the patients who used wheelchairs during follow-up
compared with 34 279 (61.8%) among the ambulatory controls, translating to incidence rates of 360
(95% CI, 356-363) and 265 (95% CI, 262-268) per 1000 person-years, respectively. Mortality rates
were in general lower in both groups among those from private residences and hospitals than from
nursing homes (eTable 9 in Supplement 1). Mortality rates in both groups increased with age span
(eTable 8 in Supplement 1). Patients who used wheelchairs had a significantly increased risk of death

Figure 2. Risk of Fracture per Diagnosis Subgroup Among Patients Who Used Wheelchairs vs Matched Ambulatory Controls

Diagnosis group
All causes (n = 55 442)

Femur fracture (n = 9931)
Stroke (n = 11 438)
No known cause (n = 18 742)

Lower leg fracture (n = 4078)

Spinal cord injury (n = 270)
Paraplegia or tetraplegia (n = 826)
Parkinson (n = 2967)
Epilepsy (n = 3162)
Hemiplegia (n = 4028)

HR (95% CI)

0.77 (0.71-0.84)
0.49 (0.46-0.53)
0.35 (0.32-0.38)
0.39 (0.36-0.41)

0.55 (0.39-0.78)
0.43 (0.41-0.44)

0.38 (0.30-0.48)
0.34 (0.30-0.40)
0.43 (0.38-0.49)
0.39 (0.34-0.43)

HR (95% CI)

0.48 (0.43-0.54)
0.33 (0.30-0.37)
0.30 (0.28-0.33)
0.31 (0.29-0.33)

0.34 (0.21-0.57)
0.32 (0.31-0.33)

0.16 (0.10-0.24)
0.25 (0.21-0.31)
0.29 (0.24-0.34)
0.31 (0.27-0.36)

HR (95% CI)

0.39 (0.33-0.46)
0.26 (0.23-0.30)
0.34 (0.30-0.38)
0.31 (0.28-0.34)

0.22 (0.10-0.50)
0.30 (0.28-0.32)

0.16 (0.09-0.28)
0.26 (0.20-0.34)
0.22 (0.17-0.28)
0.29 (0.24-0.35)

0.25 10.06 0.13 0.50
HR (95% CI)

Any fracture

0.25 10.06 0.13 0.50
HR (95% CI)

MOF

0.25 10.06 0.13 0.50
HR (95% CI)

Hip fracture

Relative risk of any fracture, major osteoporotic fracture (MOF), and hip fracture in
patients who used wheelchairs was compared with matched ambulatory controls using
unadjusted Cox proportional hazards models by subgroup (underlying diagnosis
associated with immobility) as a categoric variable, with ambulatory controls used as the

reference group. Corresponding number of events, event ratios, and adjusted hazard
ratios (HRs) are presented in eTable 6 in Supplement 1. Multiple underlying diagnoses
were possible, but each patient who used a wheelchair was only included once and
assigned to the smallest group. P < .001 for interaction for all 3 outcomes.

Figure 3. Risk of Fracture per Sex and Age Group Among Patients Who Used Wheelchairs vs Matched Ambulatory Controls

Sex
All (n = 55 442)

>88 (n = 18 864)

Men (n = 21 895)
Women (n = 33 547)

Age, y
65-79 (n = 17 647)
80-87 (n = 18 931)

0.31 (0.29-0.34)

0.48 (0.45-0.52)

0.43 (0.41-0.44)

0.41 (0.39-0.42)

0.69 (0.64-0.73)
0.39 (0.37-0.42)

0.22 (0.21-0.24)

0.39 (0.36-0.43)

0.32 (0.31-0.33)

0.29 (0.28-0.31)

0.53 (0.49-0.57)
0.31 (0.29-0.34)

0.21 (0.18-0.23)

0.39 (0.35-0.43)

0.30 (0.28-0.32)

0.27 (0.25-0.29)

0.51 (0.46-0.57)
0.31 (0.28-0.34)

0.25 10.13 0.50
HR (95% CI)

0.25 10.13 0.50
HR (95% CI)

0.25 10.13 0.50
HR (95% CI)

Group HR (95% CI) HR (95% CI) HR (95% CI)Any fracture MOF Hip fracture

Relative risk of any fracture, major osteoporotic fracture (MOF), and hip fracture in
patients who used wheelchairs was compared with matched ambulatory controls using
unadjusted Cox proportional hazards regression models. Corresponding number of

events, event ratios, and adjusted hazard ratios (HRs) are presented in eTables 7 and 8
in Supplement 1. P < .001 for interaction for all 3 investigated fracture outcomes.
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(HR, 1.35 [95% CI, 1.33-1.36]) compared with controls, an association slightly attenuated by
multivariable adjustment (Table 2). The difference between the patients who used wheelchairs and
the control group increased with increasing age, both in terms of absolute and relative risk of death
(eTable 8 in Supplement 1). Visualization of the cumulative incidence functions of each outcome with
death as a competing risk revealed a minimal impact on the studied associations (eFigure 2 in
Supplement 1). Subdistribution HRs for the association among wheelchair use, fracture outcomes,
and injurious falls, calculated using a Fine and Gray model with death as a competing risk, were similar
to HRs obtained using Cox proportional hazards regression, both for the whole cohort and for all age
groups analyzed separately (eTable 10 in Supplement 1).

Discussion

In this nationwide cohort study of older adults who used wheelchairs and propensity score–matched
ambulatory controls investigated from 2007 to 2017, those who used wheelchairs had a substantially
lower risk of any fracture (2.3-fold), MOF (3.1-fold), and hip fracture (3.3-fold). A similarly lower risk
was observed for injurious falls without fracture (2.1-fold), suggesting that the observed lower
fracture risk is at least partly due to fewer falls in those using wheelchairs. As expected, patients who
used wheelchairs had higher mortality than ambulatory controls, but adjusting for the competing
risk of death did not materially change the associations between wheelchair use and fracture. These
results provide support for physicians who consider recommending wheelchair use for older frail
adults with a very high fracture risk.

Mechanical loading is required for maintaining skeletal strength and integrity. Loss of weight
loading leads to disuse osteoporosis, seen after spinal cord injury, stroke, prolonged bed rest,
spaceflight, or neurological disease.7,8,10 Bone loss is known to be the greatest in the first 2 years
following the loss of weight loading, with a subsequent period of stable bone metabolism.24

Although the concept of disuse osteoporosis is well established, only limited evidence is available
regarding the effect of conditions associated with disuse osteoporosis on fracture risk, which in this
context is the most important clinical consequence. As reported from a questionnaire-based,
retrospective case and control study, 438 patients with spinal cord injury had a higher fracture risk
than controls, an association only found after their injury, but the observation time was limited. Data
on fractures were self-reported, which is known to be more prone to errors than fractures
ascertained using radiography or medical records.25 Furthermore, the mean age of the patients was
only 42 years, substantially younger than that of patients using wheelchairs in the present analysis.
Thus, the risk of fracture in older patients with spinal cord injury many years ago has not been
investigated. In the present study, all patients using wheelchairs, including those with previous spinal
cord injury, had a substantially lower fracture risk as well as a lower risk of other injurious falls, than
ambulatory controls, indicating that wheelchair use reduces falls and that this possible effect
outweighs any developed disuse osteoporosis, also in those with spinal cord injury.

Despite the accepted notion that immobility causes osteoporosis and should be considered an
important clinical risk factor for fracture,13-15 no large, well-controlled studies investigating fracture
risk in adults dependent on wheelchairs have been performed. Recently, a small study (n = 261) on
institutionalized adults with epilepsy and intellectual disability26 found that the risk of any fracture
was 68% lower in patients dependent on wheelchairs than in those able to walk, although this
finding was based on very few patients dependent on wheelchairs (n = 58) and a low number of
fractures (n = 14). In a study of 2711 nursing home residents, fully ambulatory residents did not have
a significantly higher fracture risk (odds ratio, 1.25 [95% CI, 0.71-2.20]) than those who used
wheelchairs, but that analysis was limited in that residents were only observed for 1 year, time to
event was not considered, few residents experienced a fracture (n = 165), and those with prior hip
fracture were excluded, factors which likely affected the results.27 In contrast, the present analysis
demonstrated that the lower risk associated with wheelchair use for all types of investigated
fractures outcomes was most pronounced in the subgroup of nursing home residents. The risk
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differences were smaller for patients included at hospitals, which could be because the underlying
condition may more frequently be reversible.

In this analysis, the mortality rate was considerable in both groups, but adjustment for
competing risk of death did not materially change the associations between wheelchair use and
fracture risk. Furthermore, the lower risk of fracture in patients who used wheelchairs was consistent
across age groups, being present also in the youngest age group with a substantially lower mortality,
supporting a mortality-independent association between wheelchair use and fracture risk.

As observed in patients with disuse osteoporosis, the risk of distal femur fracture was increased
by over 2.4-fold in patients who used wheelchairs, consistent with previous studies in patients with
spinal cord injury.28,29 In agreement with previous studies, the risk of proximal tibia fracture was
increased by nearly 2-fold in the present analyses. We hypothesize that the increased risk of knee
fractures may be due to a combination of disuse osteoporosis known to affect the lower limbs, and
that the distal femur and proximal tibia are skeletal sites being more exposed when positioned in a
wheelchair than other skeletal sites. However, it should be emphasized that the absolute risk (0.6%
and 0.4%, respectively, during follow-up) for this type of fracture in patients who used wheelchairs
was very low compared with the risk of any fracture and MOF, experienced by 18.7% and 14.5% of the
ambulatory controls, respectively, during follow-up. Thus, in terms of the overall fracture burden,
wheelchair use was associated with a considerable benefit.

Although continued regular physical exercise maintains physical fitness and is associated with
reduced risk of thromboembolic events, pressure ulcers, and bone loss,3-7 increasing frailty and falls
risk in an older frail patient could at some point justify for the clinician to deliberate the option of
prescribing a wheelchair to increase patient mobility and at the same time reduce the risk of falls and
fractures. The results from this study indicate that the risk of fall and fracture is decreased in patients
who use wheelchairs, supporting the prescription of this aid if the risk of falls and fractures is deemed
high. It should, however, be acknowledged that this study does not factor in potentially other
negative outcomes associated with wheelchair use.

An apparent interaction between age and the group variable (wheelchair use vs ambulatory)
was observed for all fracture outcomes in our analyses. In contrast to most other risk factors for
fracture, such as prevalent fracture or parental hip fracture,30,31 the risk difference between patients
who used wheelchairs and ambulatory controls rose with increasing age. The absolute risk
differences exceeded 15% for any fracture in those 88 years or older, as opposed to a risk difference
of 4.4% in those aged 65 to 79 years. Thus, these data indicate that wheelchair use reduces fracture
risk in the age group with the highest absolute fracture risk, which implies a substantial clinical
benefit in terms of lowering fracture numbers in the oldest patients.

Strengths and Limitations
This study has several strengths. To our knowledge, it is the by far largest cohort study investigating
the risk of fractures and injurious falls among patients who use wheelchairs and ambulatory controls,
allowing investigation with adequate statistical power of more rare outcomes, such as hip fractures
and lower extremity fractures. Using several data sources that provided access to anthropometrics,
patient evaluations, diagnoses, medications, and surgical procedures, detailed matching according
to many important comorbidities and risk factors provided a balanced control group. This in
combination with additional statistical adjustment for covariates enabled investigation of
associations with minimal bias.

The study also has limitations. First, due to the observational design, causality cannot be
determined. Second, the specific diagnosis or condition that led to the wheelchair use was not
available, although diagnoses indicative of the underlying reason for the immobility leading to
wheelchair use were available. Third, data on BMD were not available. Fourth, the duration of
wheelchair use was unknown and is likely an important factor for the severity of bone loss and
fracture risk.10,32 However, risk differences between patients who used wheelchairs and controls
remained over time for fracture outcomes. While the data did not allow comparison of long-term and
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short-term wheelchair use, the findings of subgroup analyses indicate that the risk of fracture in
conditions associated with short-term use (eg, lower leg fracture) was less reduced than in conditions
associated with long-term use (eg, stroke and neurological conditions).

Conclusions

The findings of this cohort study suggest that wheelchair-induced immobility was associated with a
substantially reduced risk of fracture, indicating that wheelchair use, especially in older adults, offers
fall protection that seems to surpass any adverse effects of disuse osteoporosis. These results may
aid physicians’ decision-making when considering prescribing wheelchair use to older patients who
have a disability.

ARTICLE INFORMATION
Accepted for Publication: December 26, 2022.

Published: February 13, 2023. doi:10.1001/jamanetworkopen.2022.55645

Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2023 Axelsson
KF et al. JAMA Network Open.

Corresponding Author: Mattias Lorentzon, MD, PhD, Geriatric Medicine, Sahlgrenska University Hospital, Bldg K,
6th Floor, 431 80 Mölndal, Sweden (mattias.lorentzon@medic.gu.se).

Author Affiliations: Sahlgrenska Osteoporosis Centre, Institute of Medicine, Sahlgrenska Academy, University of
Gothenburg, Gothenburg, Sweden (Axelsson, Litsne, Lorentzon); Region Västra Götaland, Närhälsan Norrmalm
Health Centre, Skövde, Sweden (Axelsson); Mary McKillop Institute for Health Research, Australian Catholic
University, Melbourne (Lorentzon); Region Västra Götaland, Geriatric Medicine, Sahlgrenska University Hospital,
Mölndal, Sweden (Lorentzon).

Author Contributions: Drs Axelsson and Lorentzon had full access to all of the data in the study and take
responsibility for the integrity of the data and the accuracy of the data analysis.

Concept and design: Axelsson, Lorentzon.

Acquisition, analysis, or interpretation of data: All authors.

Drafting of the manuscript: Axelsson, Lorentzon.

Critical revision of the manuscript for important intellectual content: All authors.

Statistical analysis: All authors.

Obtained funding: Axelsson, Lorentzon.

Administrative, technical, or material support: Litsne, Lorentzon.

Supervision: Lorentzon.

Conflict of Interest Disclosures: Dr Axelsson reported receiving personal fees for lectures from Meda/Mylan,
Amgen Inc, and Eli Lilly and Co outside the submitted work. Dr Lorentzon reported receiving personal fees for
lectures from Amgen Inc, UCB, Astellas, Janssen Cilag AS, Viatris Inc, and Consilient Health Ltd and serving on the
advisory boards of Amgen Inc and UCB outside the submitted work. No other disclosures were reported.

Funding/Support: The study was supported by the Swedish Research Council and the Sahlgrenska University
Hospital.

Role of the Funder/Sponsor: The sponsors had no role in the design and conduct of the study; collection,
management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and
decision to submit the manuscript for publication.

Data Sharing Statement: See Supplement 2.

REFERENCES
1. Marchiori C, Bensmail D, Gagnon D, Pradon D. Manual wheelchair satisfaction among long-term users and
caregivers: a French study. J Rehabil Res Dev. 2015;52(2):181-192. doi:10.1682/JRRD.2014.04.0092

2. Pettersson I, Hagberg L, Fredriksson C, Hermansson LN. The effect of powered scooters on activity,
participation and quality of life in elderly users. Disabil Rehabil Assist Technol. 2016;11(7):558-563. doi:10.3109/
17483107.2015.1027301

JAMA Network Open | Geriatrics Fractures Among Older Adults Who Are Ambulatory vs Those Who Use Wheelchairs

JAMA Network Open. 2023;6(2):e2255645. doi:10.1001/jamanetworkopen.2022.55645 (Reprinted) February 13, 2023 11/13

Downloaded from jamanetwork.com by Australian Catholic University user on 04/29/2025

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.55645&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.55645
https://jamanetwork.com/pages/cc-by-license-permissions/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.55645
mailto:mattias.lorentzon@medic.gu.se
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.55645&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.55645
https://dx.doi.org/10.1682/JRRD.2014.04.0092
https://dx.doi.org/10.3109/17483107.2015.1027301
https://dx.doi.org/10.3109/17483107.2015.1027301


3. Karmarkar AM, Dicianno BE, Cooper R, et al. Demographic profile of older adults using wheeled mobility
devices. J Aging Res. 2011;2011:560358. doi:10.4061/2011/560358

4. Steinmetz E. Americans With Disabilities, 2002. US Department of Commerce, Economics and Statistics
Administration; 2006.

5. Weill-Engerer S, Meaume S, Lahlou A, et al. Risk factors for deep vein thrombosis in inpatients aged 65 and
older: a case-control multicenter study. J Am Geriatr Soc. 2004;52(8):1299-1304. doi:10.1111/j.1532-5415.2004.
52359.x

6. Coleman S, Gorecki C, Nelson EA, et al. Patient risk factors for pressure ulcer development: systematic review.
Int J Nurs Stud. 2013;50(7):974-1003. doi:10.1016/j.ijnurstu.2012.11.019

7. Epstein S, Inzerillo AM, Caminis J, Zaidi M. Disorders associated with acute rapid and severe bone loss. J Bone
Miner Res. 2003;18(12):2083-2094. doi:10.1359/jbmr.2003.18.12.2083

8. Lang T, LeBlanc A, Evans H, Lu Y, Genant H, Yu A. Cortical and trabecular bone mineral loss from the spine and
hip in long-duration spaceflight. J Bone Miner Res. 2004;19(6):1006-1012. doi:10.1359/JBMR.040307

9. Marsden J, Gibson LM, Lightbody CE, Sharma AK, Siddiqi M, Watkins C. Can early onset bone loss be effectively
managed in post-stroke patients? an integrative review of the evidence. Age Ageing. 2008;37(2):142-150. doi:10.
1093/ageing/afm198

10. Dauty M, Perrouin Verbe B, Maugars Y, Dubois C, Mathe JF. Supralesional and sublesional bone mineral density
in spinal cord–injured patients. Bone. 2000;27(2):305-309. doi:10.1016/S8756-3282(00)00326-4

11. Bauman WA, Cardozo CP. Osteoporosis in individuals with spinal cord injury. PM R. 2015;7(2):188-201. doi:10.
1016/j.pmrj.2014.08.948

12. Tsai S, Pirruccio K, Ahn J. The brief window of time comprising a wheelchair transfer confers a significant
fracture risk on elderly Americans. Public Health. 2020;182:1-6. doi:10.1016/j.puhe.2020.01.002

13. Kanis JA, Cooper C, Rizzoli R, Reginster JY; Scientific Advisory Board of the European Society for Clinical and
Economic Aspects of Osteoporosis (ESCEO) and the Committees of Scientific Advisors and National Societies of
the International Osteoporosis Foundation (IOF). European guidance for the diagnosis and management of
osteoporosis in postmenopausal women. Osteoporos Int. 2019;30(1):3-44. doi:10.1007/s00198-018-4704-5

14. Tarantino U, Iolascon G, Cianferotti L, et al. Clinical guidelines for the prevention and treatment of
osteoporosis: summary statements and recommendations from the Italian Society for Orthopaedics and
Traumatology. J Orthop Traumatol. 2017;18(suppl 1):3-36. doi:10.1007/s10195-017-0474-7

15. LeBoff MS, Greenspan SL, Insogna KL, et al. The clinician’s guide to prevention and treatment of osteoporosis.
Osteoporos Int. 2022;33(10):2049-2102. doi:10.1007/s00198-021-05900-y

16. Zleik N, Weaver F, Harmon RL, et al. Prevention and management of osteoporosis and osteoporotic fractures
in persons with a spinal cord injury or disorder: a systematic scoping review. J Spinal Cord Med. 2019;42(6):
735-759. doi:10.1080/10790268.2018.1469808

17. Northuis CA, Crandall CJ, Margolis KL, Diem SJ, Ensrud KE, Lakshminarayan K. Association between post-
stroke disability and 5-year hip-fracture risk: the Women’s Health Initiative. J Stroke Cerebrovasc Dis. 2020;29(8):
104976. doi:10.1016/j.jstrokecerebrovasdis.2020.104976

18. Edvinsson J, Rahm M, Trinks A, Höglund PJ. Senior alert: a quality registry to support a standardized,
structured, and systematic preventive care process for older adults. Qual Manag Health Care. 2015;24(2):96-101.
doi:10.1097/QMH.0000000000000058

19. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying prognostic comorbidity in
longitudinal studies: development and validation. J Chronic Dis. 1987;40(5):373-383. doi:10.1016/0021-9681(87)
90171-8

20. Kanis JA, Johansson H, Harvey NC, McCloskey EV. A brief history of FRAX. Arch Osteoporos. 2018;13(1):118.
doi:10.1007/s11657-018-0510-0

21. Randolph JJ, Falbe K, Manuel AK, Balloun JL. A step-by-step guide to propensity score matching in R. Pract
Assess Res Eval. 2014;19(18):1-6. doi:10.7275/n3pv-tx27

22. Aalen O. Nonparametric estimation of partial transition probabilities in multiple decrement models. Ann Stat.
1978;6(3):534-545. doi:10.1214/aos/1176344198

23. Fine JP, Gray RJ. A proportional hazards model for the subdistribution of a competing risk. J Am Stat Assoc.
1999;94(446):496-509. doi:10.1080/01621459.1999.10474144

24. Garland DE, Stewart CA, Adkins RH, et al. Osteoporosis after spinal cord injury. J Orthop Res. 1992;10(3):
371-378. doi:10.1002/jor.1100100309

JAMA Network Open | Geriatrics Fractures Among Older Adults Who Are Ambulatory vs Those Who Use Wheelchairs

JAMA Network Open. 2023;6(2):e2255645. doi:10.1001/jamanetworkopen.2022.55645 (Reprinted) February 13, 2023 12/13

Downloaded from jamanetwork.com by Australian Catholic University user on 04/29/2025

https://dx.doi.org/10.4061/2011/560358
https://dx.doi.org/10.1111/j.1532-5415.2004.52359.x
https://dx.doi.org/10.1111/j.1532-5415.2004.52359.x
https://dx.doi.org/10.1016/j.ijnurstu.2012.11.019
https://dx.doi.org/10.1359/jbmr.2003.18.12.2083
https://dx.doi.org/10.1359/JBMR.040307
https://dx.doi.org/10.1093/ageing/afm198
https://dx.doi.org/10.1093/ageing/afm198
https://dx.doi.org/10.1016/S8756-3282(00)00326-4
https://dx.doi.org/10.1016/j.pmrj.2014.08.948
https://dx.doi.org/10.1016/j.pmrj.2014.08.948
https://dx.doi.org/10.1016/j.puhe.2020.01.002
https://dx.doi.org/10.1007/s00198-018-4704-5
https://dx.doi.org/10.1007/s10195-017-0474-7
https://dx.doi.org/10.1007/s00198-021-05900-y
https://dx.doi.org/10.1080/10790268.2018.1469808
https://dx.doi.org/10.1016/j.jstrokecerebrovasdis.2020.104976
https://dx.doi.org/10.1097/QMH.0000000000000058
https://dx.doi.org/10.1016/0021-9681(87)90171-8
https://dx.doi.org/10.1016/0021-9681(87)90171-8
https://dx.doi.org/10.1007/s11657-018-0510-0
https://dx.doi.org/10.7275/n3pv-tx27
https://dx.doi.org/10.1214/aos/1176344198
https://dx.doi.org/10.1080/01621459.1999.10474144
https://dx.doi.org/10.1002/jor.1100100309


25. Nevitt MC, Cummings SR, Browner WS, et al. The accuracy of self-report of fractures in elderly women:
evidence from a prospective study. Am J Epidemiol. 1992;135(5):490-499. doi:10.1093/oxfordjournals.aje.a116315

26. Berkvens JJL, Wyers CE, Mergler S, et al. Incidence of clinical fractures: a 7-year follow-up study in
institutionalized adults with epilepsy and intellectual disability. Seizure. 2021;92:56-61. doi:10.1016/j.seizure.2021.
08.009

27. Spector W, Shaffer T, Potter DE, Correa-de-Araujo R, Rhona Limcangco M. Risk factors associated with the
occurrence of fractures in US nursing homes: resident and facility characteristics and prescription medications.
J Am Geriatr Soc. 2007;55(3):327-333. doi:10.1111/j.1532-5415.2007.01081.x

28. Freehafer AA, Hazel CM, Becker CL. Lower extremity fractures in patients with spinal cord injury. Paraplegia.
1981;19(6):367-372.

29. Ragnarsson KT, Sell GH. Lower extremity fractures after spinal cord injury: a retrospective study. Arch Phys
Med Rehabil. 1981;62(9):418-423.

30. Kanis JA, Johnell O, De Laet C, et al. A meta-analysis of previous fracture and subsequent fracture risk. Bone.
2004;35(2):375-382. doi:10.1016/j.bone.2004.03.024

31. Yang S, Leslie WD, Yan L, et al. Objectively verified parental hip fracture is an independent risk factor for
fracture: a linkage analysis of 478 792 parents and 261 705 offspring. J Bone Miner Res. 2016;31(9):1753-1759. doi:
10.1002/jbmr.2849

32. Bethel M, Weaver FM, Bailey L, et al. Risk factors for osteoporotic fractures in persons with spinal cord injuries
and disorders. Osteoporos Int. 2016;27(10):3011-3021. doi:10.1007/s00198-016-3627-2

SUPPLEMENT 1.
eMethods. Additional Information on Registers Used and Standardized Mean Difference
eFigure 1. Study Population
eTable 1. Detailed Definitions of Outcomes
eTable 2. Detailed Definitions of Selected Covariates
eTable 3. Baseline Characteristics of Variables Possibly Associated With Wheelchair Use
eTable 4. Other Outcomes for Patients Who Used Wheelchairs vs Matched Ambulatory Controls
eTable 5. Outcomes for Patients Who Used Wheelchairs vs Unmatched Ambulatory Controls
eTable 6. Outcomes for Patients Who Used Wheelchairs vs Matched Ambulatory Controls per Subgroup
eTable 7. Outcomes for Patients Who Used Wheelchairs vs Matched Ambulatory Controls per Sex
eTable 8. Outcomes for Patients Who Used Wheelchairs vs Matched Ambulatory Controls per Age Group
eTable 9. Outcomes for Patients Who Used Wheelchairs vs Matched Ambulatory Controls per Inclusion Site
eFigure 2. Cumulative Incidence Function in Patients Who Used Wheelchairs vs Matched Ambulatory Controls
eTable 10. Fine and Gray–Adjusted Subdistribution Hazard Ratios for Patients Who Used Wheelchairs vs Matched
Ambulatory Controls With Consideration of Competing Risk of Death

SUPPLEMENT 2.
Data Sharing Statement

JAMA Network Open | Geriatrics Fractures Among Older Adults Who Are Ambulatory vs Those Who Use Wheelchairs

JAMA Network Open. 2023;6(2):e2255645. doi:10.1001/jamanetworkopen.2022.55645 (Reprinted) February 13, 2023 13/13

Downloaded from jamanetwork.com by Australian Catholic University user on 04/29/2025

https://dx.doi.org/10.1093/oxfordjournals.aje.a116315
https://dx.doi.org/10.1016/j.seizure.2021.08.009
https://dx.doi.org/10.1016/j.seizure.2021.08.009
https://dx.doi.org/10.1111/j.1532-5415.2007.01081.x
https://www.ncbi.nlm.nih.gov/pubmed/7312389
https://www.ncbi.nlm.nih.gov/pubmed/7312389
https://www.ncbi.nlm.nih.gov/pubmed/7283682
https://www.ncbi.nlm.nih.gov/pubmed/7283682
https://dx.doi.org/10.1016/j.bone.2004.03.024
https://dx.doi.org/10.1002/jbmr.2849
https://dx.doi.org/10.1007/s00198-016-3627-2

